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INTRODUCTION:  Pancreaticopleural  ﬁstula  is rare.  It occurs  as  a complication  in  acute  and  chronic  pan-
creatitis.  Here  we  report  a  case  of  persistent  unilateral  pleural  effusion  secondary  to pancreaticopleural
ﬁstula.
PRESENTATION  OF  CASE:  A  37  year  old  non  alcoholic  gentleman  who  had  no  history  of  pancreatitis  and
presented  with  breathlessness  and  tachypenia.  X-ray  chest  showed  massive  pleural  effusion  on  the right
side.  Amylase  estimation  of  the  tapping  ﬂuid  was  very  high.  ERCP  showed  a  pancreaticopleural  ﬁstula.leural  effusion
ancreatic disease
DISCUSSION: Pancreaticopleural  ﬁstula  is a  rare  entity  with  an  incidence  of 0.4-4.5%.  It occurs  either
as  a complication  in pancreatitis,  or after  injury  of  the  pancreatic  duct.  A  greatly  elevated  pleural  ﬂuid
amylase  is usually  the  ﬁrst  step  towards  the  diagnosis.  ERCP  and  CT  will  identify  the  ﬁstulous  tract  in
70%.  Treatment  is mainly  directed  towards  intercostal  drainage  and  control  of  the  ﬁstula.
CONCLUSION: Presentation  is  misleading  in  most  of  cases  and  needs  aware  clinicians  with  a high index
of  suspicion.
gical © 2012 Sur
. Presentation of case
This 37 year old gentleman was admitted to the hospital with
 10 day history of breathlessness which was progressively get-
ing worse. There was no history of cough or fever. He complained
f some abdominal discomfort. Examination showed that he was
achypnoeic but haemodynamically stable. Abdominal examina-
ion revealed mild tenderness in the upper abdomen but no
uarding. Examination of the chest revealed dullness on percussion
nd decreased air entry on the right side of the entire chest. Inves-
igations showed mild elevation of the serum amylase (402 U/L).
-ray chest showed massive plueral effusion on the right side. A
T scan chest also showed a massive plural effusion but no lung
esion. U/S scan of the abdomen was unremarkable. A CT scan of
he abdomen revealed dilatation of the main pancreatic duct with
ome calciﬁcation in the head of the pancreas. He was  seen by the
hest physician who tapped about 2 L of straw coloured ﬂuid which
as sent for microscopic examination. The ﬂuid was  negative for
acteria, malignant cells and red blood cells. The ﬂuid rapidly accu-
ulated the next day and a tap was repeated when 2.5 L of ﬂuid
as aspirated. The ﬂuid rapidly reaccumulated the next day and
n under water seal intercostal drainage tube was  inserted. The
uid was sent for the usual analysis as well as for amylase estima-
ion which showed a very high amylase (123,500 U/L). A working
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diagnosis of chronic pancreatitis with a pancreaticoplural ﬁstula
was made with a right sided plural efussion. Somatostatin was
started and continued for 17 days along with TPN which failed to
control the ﬁstula with a continuous drainage through the inter-
costal tube, MRCP showed mild dilatation of the pancreatic duct
suggestive of chronic pancreatitis, then patient had an ERCP which
showed a ﬁstula (Fig. 1) and had a stent inserted in the pan-
creatic duct on the third week since admission. The intercostal
tube stopped draining on the second day after the stent inser-
tion. He developed a loculated hydropnemothorax for which a
per cutaneous drainage was attempted and then had a formal
thoracotomy and decortications. This proceeded uneventfully. He
was discharged on the 14th post operative day. On discharge he
was afebrile, haemodynamically stable, breathing and eating well.
Chest radiograph showed the lungs were fully expanded and a CT
abdomen showed the stent in position.
2. Discussion
Pancreaticopleural ﬁstula is a rare entity with an incidence of
0.4–4.5%. It is a condition in which pancreatic secretions drain
directly into the pleural cavity. It occurs either as a complication
in acute and chronic pancreatitis, or after traumatic or surgical
disruption of the pancreatic duct.1,2
It needs a high index of suspicion, in those with a history of
Open access under CC BY-NC-ND license.acute pancreatitis and alcohol abuse, presenting with a pleural effu-
sion, which reforms relatively rapidly after aspiration and for which
there is no obvious cause. (Our case is a non alcoholic man  who  had
no past history of pancreatitis). Majority of the cases occurred in
 BY-NC-ND license.
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cig. 1. ERCP showing ﬁstulous track extending from the region of pancreas (junction
f  neck and body) superiorly into the thorax in right paraspinal location.
en  with chronic alcoholism aged 40–50 years. Half of the patients
ave no history of pancreatitis.3
Internal pancreatic ﬁstula results from posterior disruption of
he pancreatic duct into the retroperitoneal space, leading to the
ormation of a ﬁstulous tract between the pancreas and the medi-
stinum through oesophageal hiatus.3
Diagnosis is usually made by a thoracentesis, after chest X-
ay, with a greatly elevated pleural ﬂuid amylase and lipase levels
nd high albumin content.4 Magnetic resonance cholangiopancre-
tography (MRCP) can demonstrate pancreatic pathology and the
stula. It is a non-invasive alternative to ERCP and is useful where
RCP fails to give adequate information. ERCP and CT will identify
he actual ﬁstulous tract in 70%.2
Initial treatment should be directed towards control of the pleu-
al effusion. Intercostal tube drainage, parenteral nutrition and
reatment with the somatostatin analogue octreotide achieved a
8% ﬁstula closure rate over a 2–3 week period. Pancreatic duct
tenting should be considered if the ﬁstula fails to heal within 2–3
eeks.5
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3. Conclusion
Our report highlights the rare and unusual presentation of a
persistent unilateral pleural effusion in absence of a local chest
aetiology. The minimal or no abdominal symptoms add difﬁculty
to the diagnosis of the cause. Clinicians should be aware of this rare
presentation with a high index of suspicion.
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